
PATIENT’S ACKNOWLEDGMENT OF RECEIPT 

OF NOTICE 

 

 

 

I hereby acknowledge that the Eccarius Eye Clinic Medical Information 

Privacy Notice is available for my review prior to receiving services through 

Eccarius Eye Clinic. 
 

 

 

 

        

 

 

 

 

 

 

 

 

 

 

________________________________________________ 

    Signature of Patient/Guardian 
 

    ________________________________________________ 

    Print Name of Patient 

 

    _________________________________________ 

    Date of Birth 
 

 

     

________________________________________________ 

    Date 


